The aim of this study was to investigate the incidence and related risk factors of new silent cerebral infarction in patients with acute non-cerebral amyloid angiopathy (non-CAA) intracerebral hemorrhage (ICH) and to explore clinical cerebrovascular event recurrence within 1 year.
Background
Intracerebral hemorrhage (ICH) caused higher mortality and disability rates among all types of stroke [1] . Spontaneous ICH accounts for 10-30% of all stroke cases, which seriously affects the quality of life of patients and imposes heavy economic burdens on society and family [2] . Cerebral infarction and ICH are 2 independent diseases. Although some diseases, such as cerebral amyloid angiopathy (CAA) and moyamoya disease, can cause both cerebral infarction and ICH [3] , stroke patients usually only have one of them. With the development in magnetic resonance imaging (MRI) technology, especially the application of diffusion-weighted imaging (DWI), there have been continuous studies on the coexistence of cerebral infarction and ICH in stroke patients, and the detection rate is continuously increasing. Previous studies have found that silent cerebral infarction is common in patients with cerebral infarction, CAA, subarachnoid hemorrhage, and ICH [4] [5] [6] [7] . There are many studies on DWI lesions in ICH, but there are currently only a few studies on the relationship between silent cerebral infarction and the long-term prognosis of patients. The aim of this study was to assess the risk factors of silent cerebral infarction in patients with non-CAA ICH and to explore the correlation between silent cerebral infarction and recurrent clinical cerebrovascular events within 1 year.
Material and Methods
From January 2016 to June 2017, 152 patients with acute non-CAA ICH were enrolled in the Department of Neurology, Shuyang People's Hospital, Jiangsu Province, and were regularly followed up within 1 year after onset of disease. The study was carried out in accordance with the recommendations of the 2014 Guidelines for Cerebral Hemorrhage and Cerebral Infarction in China and the Academic Committee and Ethics Committee of Shuyang People's Hospital, as well as the Declaration of Helsinki. The protocol was approved by the Academic Committee and Ethics Committee of Shuyang People's Hospital. All subjects gave written informed consent prior to their inclusion in the study.
Inclusion criteria
Patients with acute ICH for the first time whose diagnosis and neurological deficit scores were according to the criteria and scoring standards established by the Fourth National Conference on Cerebrovascular Diseases in 1996 and confirmed by computed tomography (CT) or MRI were included.
Exclusion criteria
We excluded patients with clearly identified cerebral infarction or embolism; hemorrhagic cerebral infarction; recent active bleeding, bleeding disorders, or bleeding tendency; severe heart, liver, or kidney dysfunction; platelet count <100×10 9 /L and fibrinogen £1.0 g/L; recent surgical and traumatic injuries; obvious surgical indications (cerebral lobe or shell nucleus hemorrhage >30 mL, cerebellar hemisphere hemorrhage >15 mL, and drainage for ventricular casting); definite vascular lesions (such as aneurysm, arteriovenous malformation, and cavernous hemangioma); or those with family members requiring craniotomy [8] . Probable and possible ICHs caused by CAA were excluded based on the modified Boston standard.
Data collection
General clinical data, laboratory data, and imaging data of the patients were collected. The severity of neurological impairment at the time of admission was evaluated by the stroke scale of the US National Institutes of Health and the Glasgow Coma Scale. All patients were diagnosed with ICH by head CT examination within 3 days, and head MRI (Germany Siemens 3.0T MR) examination was performed on the 14 th day after ICH. For MRI examination, sequences included T1-, T2*-, DWI, and susceptibility-weighted imaging (SWI). All scans were performed by skilled radiologists, and image information, including silent cerebral infarction (high signal on DWI sequence), cerebral microbleeds (CMBs), and leukoaraiosis, were randomly read and recorded by 2 radiologists blinded to clinical information [9] .
Silent cerebral infarction, CMBs, leukoaraiosis, and end events definition Silent cerebral infarction was defined as a high-signal intensity lesion on DWI with accompanying low-signal intensity on ADC. The high-signal intensity lesions in the area of the hematoma and surrounding tissue were excluded [8] . Asymptomatic was defined as the absence of new symptoms such as abnormal sensation, limb weakness, or deterioration of the original nervous system function [10] . CMBs were defined as a circular and quasi-circular signal reduction shadow with a diameter of 2-5 mm on SWI, with clear boundary and no surrounding edema, and calcification, peripheral space, and small-vein vessels excluded [11, 12] . Cerebral leukoaraiosis was defined as long spots, plaques, or fused long-T2 signal image of white matter around the ventricle or the central part of the hemiovoid circle [13, 14] .
Clinical cerebrovascular end events were defined as cerebral infarction, ICH, and subarachnoid hemorrhage. Cerebrovascularrelated deaths include deaths from recurrent cerebral infarction ICH and subarachnoid hemorrhage, excluding suicide and cancer-, infection-, and cardiovascular-related deaths.
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Follow-up Patients were followed up by telephone interview. Those who were unable to answer the orientation questions underwent an agent interview. Every 3 months after the stroke, patients were asked to answer standardized follow-up questions. Cases of recurrent stroke were cross-checked with the treating hospitals to ensure the accuracy of diagnosis. In case of suspected stroke recurrence without hospitalization, the case was adjudicated by the trial executive committee. Data collected included stroke recurrence and death caused by recurrent cerebrovascular events. Mortality was defined as death from cerebrovascular events confirmed by either a death certificate from the local citizen registry or records from the treating hospital.
Statistical analysis
Continuous variables were expressed as mean ± standard deviation and were analyzed with the independent-sample t test. Categorical data, shown as count and percentage, were analyzed with either the chi-square test or the Fisher's exact test. Ranked ordinal data were analyzed with the Wilcoxon rank sum test. Multivariate logistic regression analysis was used for independent variables with significant significance through A B Figure 1 . The diffusion-weighted imaging of magnetic resonance imaging (A is cerebral bleeds; B is silent cerebral infarction).
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Results

Risk factors analysis of silent cerebral infarction
Of 152 patients with non-amyloid ICH, 46 (30.26%) were found to have silent cerebral infarction ( Figure 1 ).Compared with patients without silent cerebral infarction, patients with silent cerebral infarction had lower levels of urea nitrogen (P=0.024), higher white blood cell (WBC) counts (P=0.005), more CMBs (P<0.001), more severe leukoaraiosis (P<0.001), and more lacunar infarctions (P=0.003) ( Table 1) .
Multivariate logistic regression analysis showed that CMBs, WBC counts, and leukoaraiosis were independent risk factors for silent cerebral infarction (Table 2) .
Risk factors for recurrence of cerebrovascular events
During the 12-month follow-up, 34 (22.37%) patients had recurrent cerebrovascular events. Among them, 8 died of related cerebrovascular events. During the 12-month follow-up, the recurrence of cerebrovascular events was associated with diabetes, atrial fibrillation, smoking, or alcohol consumption, but was significantly associated with urea nitrogen (P=0.001), CRP (P=0.028), silent cerebral infarction (P<0.001), and leukoaraiosis (P=0.044). Compared with patients without cerebrovascular events, those with cerebrovascular events had higher CRP, lower urea nitrogen, higher incidence of silent cerebral infarction, and more sever leukoaraiosis (Table 3) .
Multivariate logistic regression analysis showed that silent cerebral infarction was an independent predictor of clinical cerebrovascular events within 1 year after the onset of ICH. Older patients tended to have higher incidence of cerebrovascular events (Table 4) .
Discussion
Silent cerebral infarction can be found not only in patients with cerebral infarction, but also in patients with ICH or subarachnoid hemorrhage [4, 6, 15] . Prior studies have found that silent cerebral infarction was observed in 13-41% of patients with acute ICH [16, 17] . The present study found silent cerebral infarction in 30.26% of patients with non-CAA ICH. As in previous studies, we also found that the presence of 2 MRI markers for small-vessel diseases (SVDs) -including leukoaraiosis and CMBs -are associated with new DWI lesions in non-CAA ICH patients [5, 18] . Two types of SVD (arteriopathy and CAA) have been proposed to be associated with deep and lobar ICH, respectively [8] .
The pathophysiological mechanism of silent cerebral infarction is related to atherosclerosis and microembolism of arterioles less than 100 μm in diameter, which is a special type of lacunar infarction. In fact, a new DWI lesion has also been recognized as a neuroimaging marker for SVD [19] . Because of the relatively mild degree of ischemia, the short duration of ischemia, or the rapid establishment of good collateral circulation, there is no evidence of transient ischemic attack or cerebral infarction in patients with silent cerebral infarction, leaving only evidence of neuroimaging changes. Cerebral blood flow and brain metabolism in patients with silent cerebral infarction were studied by positron-emission tomography. Cerebral cortex blood flow was decreased slightly and oxygen consumption increased significantly in patients with silent cerebral infarction, suggesting insufficient blood perfusion in local brain tissue. However, examination of cerebral infarction patients with symptoms and signs of neurological impairment showed a consistent decrease in blood flow and oxygen metabolism in the brain [20] .
The changes in cerebral blood flow, brain metabolism, and blood-brain barrier and the release of inflammatory factors caused by ICH may be the pathological mechanism of silent cerebral infarction in non-CAA ICH [3, 21] .
These changes not only cause dysfunction of blood flow regulation and luminal occlusion, but also cause the vessel wall to become disrupted and fragmented, making it prone to blood extravasation and microaneurysm formation [22, 23] . Another possible explanation is that the presence of silent cerebral infarction is a more severe vasculopathy that can lead to more CMBs or leukoaraiosis.
To the best of our knowledge, this is the first report on the association of WBC counts with silent cerebral infarction after non-CAA ICH. The CAPRIE trial [24] , which included 18 588 patients with ischemic stroke, myocardial infarction, or peripheral vascular disease, found that increased WBC counts, especially neutrophil count, were independent risk factors for recurrent ischemic events in high-risk groups. The study also found that WBC counts started significantly higher than baseline at 1 week before ischemic events, but not earlier. Table 4 . Multivariate logistic regression analysis of significant risk factors for recurrent cerebrovascular events.
OR -odds ratio; CI -confidence interval; CMBs -cerebral microbleeds.
and other cardiovascular events. The results of our study were consistent with those of the above studies. The mechanism of increased risk of stroke or silent cerebral infarction due to increased WBC count is unclear, but it is presumed to be related to the process of atherosclerosis [25] .
Logistic regression analysis showed that silent cerebral infarction in non-CAA ICH was an independent predictor of recurrent cerebrovascular events and related deaths during a follow-up period of 12 months. In our study, 22.37% of the patients experienced recurrent cerebrovascular events and related deaths. Kang et al. [3] also found that silent cerebral infarction occurring together with ICH increased the risk of future clinical cerebrovascular events or vascular deaths. Our findings are consistent with theirs. Therefore, a DWI scan after ICH can assess the risk of future clinical cerebrovascular events. Clinicians also need to pay attention to patients with silent cerebral infarction in ICH in order to reduce the incidence of clinical cerebrovascular events and vascular-related deaths.
This study had some limitations. All 152 patients had mild-tomoderate cerebral hemorrhage owing to the exclusion of patients with severe condition or who were undergoing surgery, which may have biased our results. Because of the strict criteria for inclusion into the group, the number of selected patients was relatively small and the follow-up time was short; thus, further studies with more cases and extended follow-up time are needed. Similar research should be carried out in CAA patients. Determining how to reduce the incidence of cardiovascular events in patients with silent cerebral infarction is also a promising research direction.
Conclusions
Silent cerebral infarction can occur in the acute phase of non-CAA ICH and is closely related to WBC counts, CMBs, and leukoaraiosis. A silent cerebral infarction following non-CAA ICH indicates a higher risk of clinical cerebrovascular events in the future.
